Psychiatrists (RANZCP) 2012 Fellowship Program. 5 Many trainees will conclude their psychiatry training with only a rudimentary understanding of this population's mental health needs. This contrasts with training models overseas that incorporate IDDMH subspecialty training. 6, 7 In response, there have been repeated calls for subspecialty training in IDDMH for RANZCP psychiatrists. 2, 8 Davies et al. 9 reported that there was reasonable coverage of IDD psychiatrists in metropolitan areas (supporting findings from Cvejic et al. 10 ), but the majority were working limited hours in IDD. The workforce is therefore unlikely to meet future needs without the development of suitable training pathways. To investigate the feasibility and predicted utility of subspecialty training in IDDMH, we undertook a survey of RANZCP consultant psychiatrists with an interest or expertise in IDDMH. This report aimed to determine: (a) pathways psychiatrists undertook to work in IDDMH and (b) support for and feasibility of IDDMH subspecialty training.
Methods
The methodology has been described in detail elsewhere. 9 In brief, consultant psychiatrists who (a) were members of the RANZCP Section of Psychiatry of Intellectual and Developmental Disabilities (SPIDD; 2014-16) or (b) indicated that IDD psychiatry was a specialty practice area on the RANZCP 'Find a Psychiatrist' website (2014-16) or the 2014 RANZCP Workforce Survey 10 were invited to participate in an online survey via RANZCP email lists. Ethical approval was obtained from the UNSW Sydney Human Research Advisory Panel (HC16853). Informed consent was obtained from participants.
Quantitative variables were summarised using descriptive statistics. The median and interquartile range (IQR) are reported for non-normally distributed data. Comparisons were made between Australia/New Zealand versus overseas-trained psychiatrists using the Mann-Whitney U-test. Open responses were coded.
Results

Sample
The response rate was 13.5%, with 89 participants having responded to the survey. A total of 71 participants who met the inclusion criteria and completed a qualifier question were included in the final sample (see Davies et al. for full details) 9 .
Workforce demographics
Complete respondent demographics are reported elsewhere 9 ; see Table 1 for a summary.
Pathways to practicing in IDDMH
The most common pathway was working in a workplace that provided services to people with IDD (n=39; 64%; Table 2 ).
Psychiatrists who completed their training in Australia or New Zealand disagreed that they had received sufficient IDDMH education (Table 3) . Their ratings were significantly lower for several stages of training than those reported by overseas-trained psychiatrists. 
Enhancing workforce capacity in IDDMH
Most (n=47; 80%; missing n=12) respondents agreed that the mental health needs of people with IDD would be best met with formalised subspecialty training in IDDMH. Strong support was shown for various training enhancements ( Table 4 ).
Capacity to train future psychiatrists in IDDMH
Most respondents had experience supervising psychiatry registrars (n=54; 92%; missing n=12). Of these, 15 (28%) were currently supervising registrars in IDDMH, and 17 (31%) had previously supervised registrars in this area.
If IDDMH subspecialty training was introduced, 17 (29%) respondents would have the time and resources to offer a rotation/supervision in their workplace; 23 (39%) said possibly, and 19 (32%) said no. Approximately 80 registrars could be offered six-month rotations across 51 services each year (range 1-6 registrars per service; Figure 1 ).
Service settings for potential rotations were mostly inpatient/outpatient public services (n=28; 55%) or private practice (n=9; 18%; Figure 2 ). IDDMH was the primary subspecialty focus of two services (4%; Figure 3 ). While the remainder of services had either no subspecialty focus (n=15; 29%) or a subspecialty focus other than IDD (n=34; 67%), individuals with an IDD still utilised the service.
Discussion
Our findings indicate that the main pathway to working in IDDMH for consultant psychiatrists practicing in Australia and New Zealand was via practice in mainstream services that people with IDD utilised or through a personal interest in this area, rather than completing specialist IDD training or rotations. Psychiatrists were overall very supportive of the development of subspecialty training in IDDMH, strengthening prior calls for specialist training. 2, 8 Importantly, rotation posts could be provided in diverse settings and subspecialty areas.
Overall, the results should be interpreted with the limitation of a relatively small sample size in mind. However, the service settings/subspecialty focus of potential rotations offered did match the profile of a larger sample of IDD psychiatrists, 10 indicating that this sample was likely representative of the larger IDDMH workforce.
The outcome that most psychiatrists started working in this area after seeing people with IDD in mainstream services demonstrates the importance of exposure to working with people with IDD during training. While specialty trainee fellowships in IDDMH (through the NSW Institute of Psychiatry) exist, 11 only one or two registrars can complete these fellowships per year. Thus, formal subspecialty IDD education with greater training capacity is needed to ensure sufficient future workforce capacity.
Respondents who trained in Australia/New Zealand rated the IDDMH education they received during several stages of training as significantly less sufficient than those who trained overseas, in line with past research that found lower sufficiency ratings for those trained in Australia versus the UK. 3 Given the strong support for a CAT in IDDMH, it would be worthwhile for the RANZCP to consult further around its potential development, especially given the positive feedback about the abovementioned IDDMH fellowships. 11 This would be an opportunity to build on aspects of this program and formalise a curriculum. There was also strong support for enhanced IDDMH education in Stage 2. Upcoming reviews of the Fellowship Program curriculum would present an opportunity for experts to comment on what IDDMH education all trainees should receive, as all will provide services to people with IDD. 3 While there is limited curriculum space, the required skills and adaptations to practice to work with people with IDD (e.g. alternative communication methods) are also relevant to patients with complex health conditions and other disabilities. 12 A potential limitation is that while the majority of respondents were in favour of subspecialty training, ascertainment bias could have resulted in those who were supportive of further training being more likely to participate.
Our findings point towards potential training capacity if subspecialty training was developed. A robust number of prospective rotations in forensic psychiatry were identified, which is encouraging, given the overrepresentation of people with IDD in the correctional system. 13 However, this survey was only the first step in gauging support and capacity for subspecialty IDDMH training. Further scoping work would be required, such as discussions between the RANZCP, hospitals and government, and determining the level of trainee interest, given there are currently no defined career paths in this area.
Developing subspecialty IDDMH training within a generalist service provision model is challenging due to the lack of funding for dedicated IDDMH services. 3 However, as people with IDD routinely use mainstream services and are high frequency users of inpatient and emergency department services, 14 trainees would likely experience sufficient exposure if completing a subspecialty training rotation in these settings. The results indicate that there may be scope for a sufficient number of trainees to start subspecialty training in IDDMH. These psychiatrists could provide specialist services within hospitals and clinics, in addition to offering supervision and education to other professionals and promoting service development (e.g. tertiary IDDMH services). 8, 15 Our findings indicate that psychiatrists in Australia and New Zealand strongly support subspecialty training in 
Potential enhancements to training Mdn (IQR)
Increased IDDMH content in stage 1 curriculum/syllabus 8 (6) (7) (8) (9) (10) Increased IDDMH content in stage 2 curriculum/syllabus a 10 (7-10)
Enhanced clinical exposure to IDDMH during non-specialist rotations 10 (7-10)
Specialty rotations in IDDMH 10 (7-10) CAT in IDDMH 10 (7-10) Other b 8.5 (4-10)
Scale ranged from 1='do not support' to 10='strongly support'. a There is no curriculum/syllabus for stage 3 (years 4 and 5 of Fellowship Program). b Other (n=10) includes more emphasis on specialty exams, more emphasis in child and adolescent training and postfellowship training such as sabbaticals. CAT: Certificate of Advanced Training.
Figure 1. Service locations across Australia and New
Zealand where potential rotations could be offered. Note: Eight service locations are not mapped: for five services the number of potential rotation posts was unknown, and three services were state-wide (n=2 in Queensland and n=1 in New South Wales). 
